Introduction
Understanding health and illness, explanatory models and help seeking behaviour is impossible without linking them to the local context and service systems. In 2011, Syria (population 21.8 million) had approximately 80 psychiatrists; 25 times less than the minimum ratio recommended by the World Health Organization (WHO).The dramatic in£ux of Iraqi refugees in 2006 drew into sharp focus the need to develop the mental health system in Syria. Initially, there was no structured approach to mental health and psychosocial support (MHPSS) programming. The refugee emergency had instigated a few scattered initiatives, but without any systemised coordination or standardisation. In addition, there was a lack of prevention e¡orts and formalised community care. The onset of the current crisis resulted in the £ight of many professionals and drained capacity in the ¢eld of MHPSS. This paper describes interagency e¡orts to evaluate and reinforce the MHPSS system in Syria, in the face of severe and increasing need.
Mental health resources in Syria
During the initial systematic review of the published and informally published or grey literature on Syria (Quosh, Eloul & Ajlani, 2013) , articles and studies were identi¢ed, including information about the Syrian mental health system. Only two, partially outdated, grey literature reports (WHO, 2005; Assalman et al., 2008) Inter-agency coordination of mental health and psychosocial support for refugees and people displaced in Syria Intervention 2013, Volume 11, Number 3, Page 340 -348 included pertinent information. Brief, but current reviews of the crisis and destruction of mental health services can be found in Abou-Saleh & Mobayed (2013) and Amos (2013) . There are no reliable estimates of psychiatric morbidity in Syria, due to an insu⁄cient health information system and lack of systematic research (Matar et al., 2009 ). Additionally, the high level of social stigma associated with mental disorders inhibits reporting (Quosh, 2011) . (For more information on mental health legislation in Syria, as well as documentation and information systems, see this article's appendix, http://links.lww.com/INT/A3) Therefore, in order to complement the available published information, structured interviews were conducted with two key stakeholders: a psychology professor from the University of Damascus and a psychiatrist (at that time the Mental Health Director of the Syrian Ministry of Health). Professionals in mental health include: psychiatrists, psychologists, social workers, primary/secondary health care providers, and traditional healers (training and licensing requirements, as well as existing mental health education and service systems are described in detail in the web appendix, http://links.lww.com/INT/A3). Both public and private mental health care exist in the form of hospitals and o⁄ce based care, but are limited and highly medicalised. Additionally, they are directed at serious mental illness and disability, and restricted primarily to urban areas. Primary health care (PHC) centres can o¡er mental health services, either by hosting a rotating psychiatrist, or by having a medical practitioner or resident with training in psychiatry on sta¡. The primary source of community based support is extended family. Until recently, there was a clear hierarchy among professionals that often prevented cooperation and coordination. The prejudices held between psychiatrists and psychologists further hindered multiprofessional training and interactive education, perpetuating the lack of communication. Several international agencies and the Ministry of Health have taken an increased interest in mental health in recent years, and implemented a number of trainings to build capacity, which has bolstered cross discipline cooperation (Quosh, 2011) . While priorities changed, due to the emergency context, mental health remains high on the agenda and interdisciplinary trainings are increasingly being conducted. This has encouraged practitioners and clinics to adopt a biopsycho-social-spiritual approach which, in turn, has eased the shift from protracted displacement to emergency mode. There remains, however, limited formal structure for collaboration. Most coordination, particularly outside of humanitarian programming in Damascus and rural Damascus, is based on personal initiatives and the coordination network of 17 remaining master trainers 1 (Quosh, 2011) . 
Inter-agency coordination

Results and conclusions
The mappings in 2008 and 2009 indicated that, despite the advancements that had been made, there still remained a number of major gaps. These included an increasingly limited capacity of the mental health care system, marked by the complete lack of community mental health services, rehabilitation and integrated day care programmes for those with severe mental
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illness. MHPSS had not been su⁄ciently mainstreamed across sectors when the current crisis began, and lacked multidisciplinary coordination, including the appropriate integration of basic mental health and case management into PHC. Collaboration between mental health professionals, religious leaders and healers was also extremely limited. Mental health care remained highly centralised, inpatient care based, and available only in urban centres. MHPSS case management was nonexistent, as was specialised care for survivors of torture and extreme violence, a steeply increasing need. There was no community based psychosocial support, e.g., community centres, outreach, psycho-education, safe spaces, nor psychosocial activities in schools.Geographically,ruralareasremained the most disadvantaged in regard to service structures. These results in£uenced the design of the previously instituted, inter-agency multi-professional training of master trainers and MHPSS programming in Syria (Quosh, 2011; Quosh, 2013) . The latest 4W mapping exercise, conducted at the end of 2012, in addition to strengthening service delivery and access to monitoring mechanisms, brought up further constraints due to the current crisis. Most signi¢cantly, the increasing attrition of mental health professionals since 2012, combined with the burnout of remaining practitioners and the understandable reticence to provide services in insecure areas, is greatly limiting programming. This is further exacerbated by the lack of psychotropic medication available, particularly in areas with high con£ict intensity. Interrupted supplies have impacted hospitals. Furthermore, many clients cannot a¡ord to buy medication as prices increased after the collapse of the local pharmaceutical industry, which produced 90% of required medications before the crisis (Kutaini & Davila, 2010 
Inter-agency response
The coordinated response by agencies has focused on collaborative national and community capacity building and service provision, according to areas of responsibility and expertise. Key criteria that guide inter-agency coordination are:
Urgent response to basic needs gaps: MHPSS programmes and activities are based on assessments and prioritisations that pay particular attention to timely responses to basic needs gaps and mainstreaming. Multidisciplinary and integrated approaches: Development, training and implementation of interagency guidelines, mainstreaming guidelines and training; system building for coordination.
Integrating independent initiatives into comprehensive programmes and building partnerships: Activity coordination, joint assessment, planning and fundraising through consolidated appeal and creating referral pathways. Area of mandate, expertise, resources, capacity, and standardised approaches: Di¡erent agencies created di¡erent MHPSS case management systems that each ¢lled a
Inter-agency coordination of mental health and psychosocial support for refugees and people displaced in Syria Intervention 2013, Volume 11, Number 3, Page 340 -348 particular gap in the care coordination system; e.g., mental health case management in PHC as well as early childhood development programmes, multidisciplinary units for children and women in polyclinics and MHPSS clinical case management in four polyclinics focusing on identi¢cation, outreach, access to services and follow up. The UN agencies engaged in policy development with the Ministries of Health, Education and Social Welfare. Through overall coordination, standardised approaches were applied.
Geographic location and population size of most vulnerable populations: Joint identi¢cation of community centre locations and coordination of centre work. Even distribution of limited resources, avoiding duplication and creating e¡ective systems: Avoiding having already scarce mental health professionals 'recruited away' between agencies, maintaining an interagency pool, and capacity building network of master trainers, coordination with regard to national consultant fees. Strengthen programmes that facilitate national capacity building and community based support systems: Inter-agency MHPSS training of master trainers (Quosh, 2011) . 
Challenges and lessons learned
Conclusion
This adaptation of a protracted, humanitarian inter-agency collaborative model of programming may serve as an example for future programming initiatives. However, the escalating need for accessible community based MHPSS services, as well as more specialised mental health systems requires an increasingly e⁄cient use of minimal resources. This is currently primarily provided by humanitarian programmes, which were, as of August 2013, only approximately 40% funded (O⁄ce for the Coordination of Humanitarian A¡airs (OCHA), 2013). The current centralisation of services in certain urban areas restricts access. E¡orts are needed to have a better geographical coverage of MHPSS services nationwide, which requires advocacy and e¡ective involvement of the existing infrastructure. The further development of holistic MHPSS services and e¡ective inter-agency cooperation systems is crucial, and requires a response that is coordinated and inclusive of all stakeholders, including: humanitarian agencies, national NGOs, community based support groups, and traditional and religious healers. Improved coordination will remain a primary need among national partners working in the protection, health, social services, education, and livelihood sectors, in order to maximise the e⁄cacy of limited resources and the sustainability of required MHPSS programming.
